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Wer £ ey Chailstny

.Unithepartment ‘ Process Area : . Site o Report Number
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L] Process Safety [ citation / NOV U] contractor Injury / lliness

] Injury / liiness [ ] Health Exposure (] contract Injury / lliness

0X] spill / Release ] Inspection (] psm
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Descrlbe Event / What Happened

The Calciner hopper ran empty and the sllde gate was not closed This led to NOx back feedmg the up through the
hopper and out into the department. The operator who is not usually on the calciners thought that the feed rate on the
DCS was based off the syntron and not the scale and therefore though there was more Ieft to feed.

Immediate Correctlve Actlon or Response

Closed Slide gate Dld Alr Monltorlng in area, Opened roII up door for fresh air lntake

Immedlate Cause

Slide gate was left open by operator after the sock went empty.

Spill Release Type(s) ENon RQ Splll / Release e . o 1
‘Chemical(s) Involved CAS# Phy. State Air I Land | Water | Contmt I Units

m@iﬁd}j”““ o 10102—44-0 Gas 1 | @ 0 0 | s
D[spoettron of Material o S
Wealher Conditions

Temperature: h J Wind Direction: | Wind Speed:

Cause Narratlve

An operator who was not usually on the calciners was looking at the dlscharge rate and thought it was the feed rate. He
therefore thought the calciner was still feeding at 400# an hour and the hopper had not gone empty. This led to him
jallowing him sock to go completely empty whlch allows for NOx to go out into the department

Contributing Causes RooyPrimaryCauses —~— ~ T
Operator thought the calculation based onthe |192- 200 Mlsunderstood 201 - Standard Termmology Not
scale weight was actually the feed rate which Communications Communication Used

allowed the hooper to go empty. Operator was
not specifically told to keep his eye on the sock
and not the feed rate. e e
The current design relies on cperators to know | 15 - Design 16 - Design input 16 - Design Input LTA
exactly when to close the valve to prevent a Input/Cutput LTA

possible excursion. No instrumentation is used
to close the manual gate
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Any known or potential off-site impacts? | No | PSM Incident? |No

| Estimated Cost: |2,000.00 USD

Investigation Team ___|Brian Beller; Andrew Myers

Apprbved By:

Manager / Dept. Head _Leon Zavodnik_02/08/2016 08:15 PM_

_ Valerie Doug

02/12/2016 03:01 PM

Ite Cor-recli-\;ve-xc-ti'd;i(s)vEo prevent recurrence Responsible Person Target Final VG | VE
m Date Closed Re | Re
Date q q
1 | Communicate event in the safety meeting and Douglas Stock/NA/BASF 05/31/2016 | 03/31/2016 | N | N
explain the importance of watching the sock.
2 1 Investigate automating ihe valve at the claciner Kirk 09/08/2016 | 09/08/2016 [ N | N
along with a method to close the vaive at the time | Sullenberger/BASF-CATALYSTS/BA
the feed runs empty SF

Nancy Gallagher 02/12/2016 11:43 AM
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